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To prevent this the nail has been further mnodified by Pidcock by means of a cross pin at the base and Brittain and Corry by means of snagged edges at the base. In many cases the results with such nails are perfectly satisfactory.
Fixing the nail at the base has the disadvantage that it does not allow for impaction to occur. It has been stated that impaction only occurs as a result of avascular necrosis, but in cases observed there has been no evidence of this complication.
Should impaction occur the results may be serious for the point of the nail will be forced into the acetabulum (fig. 2 ).
Another possible complication is non-union ( fig. 3 ). This is not very clearly shown in the radiograph, though there is some periosteal reaction about the base of the nail. Clinically the non-union was quite definite, and when the patient walked her hip clanked (somewhat suggestive of the gait of a knight in armour).
To obviate these disadvantages a nail was tried with a notch cut in each flange a quarter of an inch from the point. It was hoped that these would fix the point of the nail in the head of the femur, and yet allow the base to extrude if impaction occurred ( fig. 4) .
This nail has been tried out in 25 cases and so far proved satisfactory in that respect. Removal of the nail after union has occurred has presented no difficulties. Internal fixation is therefore the ideal treatment and the use of one screw has long been practised and advocated.
Fixing a bone with a screw is merely a form of carpentry, and to do good carpentry the wood must be fixed in a vice or clamp.
This principle is carried out by reducing the overlap by means of a Steinman's pin in the os calcis and maintaining the traction with the leg hanging vertically over the end of the table during the operation. The fracture is then exposed, the fragments gripped by Lane's bone-holding forceps, and a perfect anatomical fit can be obtained and one screw inserted.
If the fracture is then stable, as it will be if the screw is correct, the skin is sutured, and a below-knee plaster cast, padded anteriorly, applied. When this has set the traction is released, and the cast continued above the knee.
By this technique the operation is simple and quick. Of more importance is the fact that there is the absolute minimum of manipulation and trauma to the tissues.
